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Abstract
Background: Demands for both customization and standardization are increasing in healthcare. At the same time,
resources are scarce, and healthcare managers are urged to improve efficiency. A framework of three value
configurations – shop, chain, and network – has been proposed for how healthcare operations can be designed
and organized for efficient value creation. In this paper, use of value configurations for balancing of standardization
and customization is explored in the context of care for chronic mental conditions.
Methods: A typical case is presented to illustrate the manifestations of conflicting demands between customization
and standardization, and the potential usefulness of the value configurations framework. Qualitative data were
collected from managers and care developers in two focus groups and six semi-structured interviews, completed
by a national document describing a care pathway. Data were coded and analysed using an insider-outsider
approach.
Results: Operationalization of the balance between standardization and customization were found to be highly
delegated and ad hoc. Also, the conflict between the two demands was often seen as aggravated by scarce
resources. Value configurations can be fruitful as a means of discussing and redesigning care operations if applied
at a suitable level of abstraction. Applied adequately, all three value configurations were recognized in the care
operations for the patient group, with shop as the overarching configuration. Some opportunities for improved
efficiency were identified, yet all configurations were seen as vital in the chronic care process.
Conclusions: The study challenges the earlier proposed organizational separation of care corresponding to
different value configurations. Instead, as dual demand for customization and standardization permeates healthcare,
parallel but explicated value configurations may be a path to improved quality and efficiency. Combined and
intermediate configurations should also be further investigated.
Keywords: Healthcare management, Standardization, Customization, Individualization, Personalization, Value
configurations, Value in healthcare, Organizational architecture, Mental healthcare, Quality in healthcare
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Background
Two seemingly conflicting demands permeate health-
care, from entire systems to care units, to individual pro-
fessionals [1, 2]. On the one hand, standardization is
promoted to improve efficiency of healthcare systems
struggling to limit escalating costs and ensure best prac-
tice [3–5]; on the other hand, customization is asked for
by both patients and authorities, propagating for shared
decision-making [6, 7], patient-centeredness [8], preci-
sion medicine [9], and care co-creation [10]. The issue
of standardization versus customization is not new, nei-
ther in general [11] or to healthcare [1, 4]. In healthcare,
the demands are sometimes connected to different logics
of managers and professionals [1, 12]. However, the
question of how to strike the balance between
standardization and customization is often left to indi-
vidual healthcare managers and professionals.
Choosing or combining customization and
standardization?
Simply choosing between standardization and
customization is not feasible, since the dual nature of
quality containing both objective and subjective ele-
ments requires the coexistence of both standardization
and customization [13]. Generally, customization can be
seen as emphasizing quality defined as patient outcomes
and experiences, while standardization to a greater ex-
tent emphasize efficiency and puts quality in relation to
costs. However, standardization and customization are
multifaceted concepts and Mannion and Exworthy [1]
outline four subtypes for each of the two demands,
which all are present in healthcare. In this paper, we
focus primarily on standardization as “procedural stan-
dards” and customization as “personalization”. Applying
these views, standardization focuses more on compliance
to best practices and evidence-based medicine as one di-
mension of quality, while customization values the
unique properties and desires of the individual patient as
another dimension of quality. Whereas a standardized
“one size fits all” approach may ensure cost-efficiency,
service reliability, and decreased number of mistakes
[13], customization improves the probability of meeting
patients’ needs and enhancing the patient’s experience
and engagement. An increasing trend in healthcare orga-
nizations is to adopt standards of care [14]. However,
standardized solutions might have negative conse-
quences in healthcare [15], and several studies suggest
that an increased customization might magnify the value
provided to customers [16–18].
Moreover, in contrast to the view of conflicting de-
mands there are scholars that see standardization and
customization in healthcare as complementary [11, 19,
20], or as two extremes on a continuum of strategies
[21]. Inspired by the industry-originated concept of mass
customization [11, 22] there has been an increasing
interest in customized care [20]. Customized care aims
to allow increased individualization and personalization
in healthcare at affordable cost levels, maintaining the
efficiency and economies of scale that standardization
promises [23]. However, a common strategy for organiz-
ing and managing for care customization is still lacking
[19]. Some initial propositions for operationalizations
aimed to improve care efficiency have been presented,
for example by discrete choice-models [24], use of multi-
disciplinary teams [25–28], and care modules [29, 30].
However, more guidance for managers on how to apply
and organize for customization and standardization is
still needed. A core challenge is to identify what activ-
ities that correspond to standardization and
customization [23] and, furthermore, how to organize ef-
fectively for these different activities in practice.
The value configurations framework
Addressing the issue of practically organising for
standardization and customization, Fjeldstad et al. [31]
have suggested three different value configurations as
models for how patient value is created: shop, chain, and
network. These value configurations can be used to illus-
trate how different activities are carried out, but also
how competences, services, responsibilities, and level of
standardization are organized to fulfill the needs of the
patients. Principally, shop implies customized problem-
solving, chain entails linked care processes with little
variation, and network focuses on facilitating care and
support from different actors in a system over time
based on the needs of a specific patient. In terms of cost
effectiveness, shops provide tailored but expensive solu-
tions to unique problems; chains provide standard solu-
tions that are cheaper than shops per unit and that
benefit from larger scales; while in networks, value is
created jointly and flexibly by its actors at an even lower
cost per unit and significant scale advantages [32]. Each
configuration implies different roles for patients, profes-
sionals, managers, and technology. For example, in
shops, healthcare professionals are experts with the
liberty to design care for the individual patient,
whereas in networks, patients and external actors are
experts and healthcare professionals are facilitators of
value creation [31].
To utilize the full potential for cost-efficient value cre-
ation, Hwang and Christensen [33] argued that activities
corresponding to different value configurations should
be organizationally separated. Their view was that to-
day’s healthcare mainly leans towards customization in
’disjointed‘ shop configurations but argued that care effi-
ciency could be greatly improved if care could be orga-
nized as networks, chains, or shops (in descending order
of preference) instead.
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In the pursuit of guidance on how to efficiently man-
age and organize care while balancing demands for
customization and standardization, we choose to focus
on the value configurations framework, as it provides
practically oriented guidance for how to organize care to
be more cost-efficient.
The case of chronic mental care
Increased cost-efficiency is a well-known target for
healthcare providers in general. This is particularly rele-
vant for chronic care, as medical development has
entailed increasing volumes of patients living with long-
term and/or multiple conditions [34, 35]. Further, men-
tal disabilities add considerably to this cost development
[36]. One example of a chronic mental conditions is
schizophrenia, which is characterized by great complex-
ity of care, and high costs over a long period of time
[37]. The patients often suffer from cognitive impair-
ments and hence have particular and highly individual
difficulties functioning as independent actors in relation
to healthcare. Also, care is often provided for many de-
cades from an onset in early adulthood and by several
caregivers, from healthcare, municipalities, and family.
These characteristics are evident in many conditions but
are especially pronounced in chronic mental conditions
which have, therefore, been purposefully selected [38] as
an illustrative case for this study.
Purpose and research questions
The purpose of this study is to explore how value con-
figurations can be used to organizationally balance de-
mands for customization and standardization in the
quest for cost-efficient care. First, we explore manifesta-
tions of conflicting demands and the potential in apply-
ing the value configurations framework in a care setting
for chronic mental conditions. We then discuss how the
conflicting demands for standardization and
customization can be managed organizationally in prac-
tice. The study is guided by two research questions:
RQ1: How are the demands for customization and
standardization manifested in managerial practice?
RQ2: How can the value configurations framework
support the balancing of customization and
standardization in practice?
Method
Research design and setting
As the purpose of this paper is of an explorative nature,
it requires a proximity to the phenomenon studied, and
hence a qualitative study of a specific case is suitable
[39]. The study was conducted in a department within
the Sahlgrenska University Hospital, Sweden, providing
care for patients with chronic psychotic disorders (diag-
nosed F20.0–F29.9 in the International Classification of
Diseases [40]). The department includes both hospital-
based in-patient units and out-patient units located ex-
ternally. The case sampling was purposive, focusing one
typical case [38] of care for patients with a chronic dis-
ease characterized by episodes, for example acute epi-
sodes and continuous, monitoring episodes. Hence, the
case is purposive in illustrating a variety of care episodes
with different types of demands on customization and
standardization within the same organizational unit.
Data collection and analysis
Departing from the purpose, data were collected in two
steps: focus groups (with nine participants) to spur dis-
cussions around value configurations and semi-
structured interviews with six interviewees to gain in-
sights on the focus group data as well as on value config-
urations as a means of handling tensions inherent in
customization and standardization.
First, two focus groups with managers and care devel-
opers (n = 9) were conducted to capture their views on
the potential for using value configurations as a concept
and the dynamics in the discussions [41]. In the focus
groups, the three value configurations[31, 32] were pre-
sented, followed by written individual reflections about
value configurations in relation to the department.
Thereafter, participants worked in pairs to identify parts
of the care operations corresponding to any of the value
configurations. Finally, the entire group discussed how
the operations could be described in terms of value con-
figurations and potential concurrency or transitions be-
tween configurations. For the analysis, the focus group
discussions were transcribed verbatim and coded using
NVivo 12. Data were first deductively coded by theoret-
ically derived themes based on Fjeldstad et al. [31],
followed by inductive coding to identify new codes cap-
turing emerging concepts [42]. In this case, inductive
codes were developed to capture the focus group discus-
sions on challenges in, for example, defining and separ-
ating different value configurations (for coding scheme,
see Additional file 1).
Moreover, evidence from secondary data was added in
the analysis of the focus groups by including a national
care pathway for patients recently diagnosed with
schizophrenia (in this paper referred to as “the care
pathway”). The care pathway was initiated by the gov-
ernment and developed by a multidisciplinary expert
group. At the time of the focus groups, it was referred to
care providers for review. The care pathway was in-
cluded in the NVivo file and analysed through the lens
of standardization and customization.
Second, semi-structured interviews (n = 6) were con-
ducted with interviewees selected based on a key inform-
ant sampling [43]. All but two interviewees had also
participated in the focus groups, and all held positions
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as unit managers in the department of study. All but one
of the interviewees were managing out-patient units. Se-
lection of interviewees was based on a comprehensive
sampling [44] inviting all unit managers for care units
within the department; however, one unit manager was
excluded as she had less than half a year experience of
management. Based on the purpose, a sampling criterion
was management experience from psychiatry. To have
insights in case-specific organizational challenges a mini-
mum of six month in a relevant position was required
for study participation. A majority of the unit managers
within the department were either interviewed or partic-
ipated in the focus groups. To ensure that quotes cannot
be connected to specific individuals, no further attributes
of the interviewees will be described, and quotes will be
referred to only by interview number (I1-6).
The interviews had two main purposes: enhancing the
validity of the focus group findings and providing in-
sights to the management of standardization and
customization. In the first part of the interviews, the dis-
cussions from the focus groups on value configurations
were revisited, providing additional input and data as
well as enhancing quality by respondent validity [45].
The second part of the interviews focused on insights to
standardization and customization, with interview ques-
tions such as “In what ways do these demands [for
customization and standardization] manifest at your
unit?”, “What challenges do the demands involve for you
as manager?” and “Can you see parts of your operation
that could be separated [by value configuration] to a
higher degree than today?” The interviews lasted be-
tween 41 and 56 minutes and the answers were tran-
scribed verbatim and coded using NVivo 12 (for coding
scheme, see Additional file 2).
Research quality
Overall, multiple sources of data and multiple investiga-
tors were used to triangulate data and enhance the find-
ings [41, 46]. Written informed consent was obtained
from all participants and no patient data was used. Pri-
mary data were collected from focus groups and inter-
views, and secondary data from the care pathway. In
terms of multiple investigators, the authors took on dif-
ferent roles in different parts of the research study; for
example, the focus groups and subsequent analyses were
conducted jointly by the first and second authors, apply-
ing an insider-outsider approach [47, 48] with the first
author being an insider with ten years of experience
from both clinical and managerial work at the depart-
ment studied. To gain complimentary insights and en-
hance confidence in the results, the first and third
authors jointly analysed the interview data [49]. To fur-
ther enhance validity of our findings, coding schemes
were developed including both deductively and
inductively derived codes (Additional files 1 and 2), as a
means of providing a clear description and trail of the
data analysis [45].
Results
This section describes the results in three parts emanat-
ing from the two focus groups, the care pathway, and
the interviews.
Conflicting demands
The parallel and conflicting demands for customization
and standardization were recognized by all interviewees
and also evident in the care pathway. The explicit ration-
ale for introducing care pathways to Swedish healthcare
is to support implementation of best practice (i.e.
standardization), but even in the title, it is stated to be a
“person-centred care pathway”, hence implying
customization as a key demand. Parallel demands for
standardization and customization also permeated the
content of the care pathway document. For example,
some guidelines allowed for a high degree of
customization (e.g. “Adapted reception of patients”),
while others specified detailed descriptions of interven-
tions and content of certain visits (e.g. what questions to
ask about lifestyle and habits).
At an operational level, the first-line managers spoke
from experience that in addition to demands for
standardization and customization, the scarcity of re-
sources exerted a pressure to increase efficiency or
prioritize care. This economic pressure accentuates the
need for a balance between the demands for
standardization and customization even more. As stated
by one interviewee, “The hard part is to get demands for
cost-cuts or improved efficiency at the same time as I
shall follow the rules for good care and … the patients
should have a care that is as individualized as possible”
(I3). Opinions diverged about which demand was the
most problematic in relation to scarce resources, and
two interpretations of standardization crystallized. First,
standardization was seen as a demand to offer a broader
range of investigations and interventions to all patients
as a ‘floor level’/minimum, hence driving costs. One
interviewee said that “requirements for increased effi-
ciency … is a contradictory demand to that we are
obliged to conduct yearly physical examinations for all
[patients]” (I6). Second, standardization was also seen as
a means to rationalize care, putting a ‘roof’/maximum
on what care each patient can be expected to get (e.g.
number of visits or access to certain interventions). For
example, one interviewee was of the opinion that “when
there are demands for efficiency and standardization,
then it is easier to say, ‘We have this way of working,
this is what we are offering’ … there is an efficiency in
that of course” (I6).
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However, irrespective of the interpretation of
standardization, it was perceived as being in conflict
with the demand for customization, which was seen as
“something that many of [the clinicians] are passionate
about [while] standardization is perceived as something
that is forced upon the operations … from politicians
and top management” (I5). Standardization, as a ‘roof’,
directly limits the professional freedom to tailor care for
the patients with the greatest needs, while
standardization, as a ‘floor’, allows additional care tai-
lored to the individual, but the scarce resources consid-
erably limit the room for such additions. For example,
one manager said that “Of course there are discussions
[about standardization versus customization] from time
to time, but generally the discussion is rather ‘If we are
to do all this every year, then give us the resources for
it’” (I5).
When asked about how they manage these conflicting
demands, the interviewed managers described the hand-
ling as ad hoc and delegated. No one presented any
structured tool or process for how to resolve or control
the balancing of standardization and customization. In-
stead, they described how the issue is handled by indi-
vidual clinicians or by interdisciplinary teams. The
managers described themselves as available for support
to their employees, but seldom experienced that the pro-
fessionals turned to them for help. Rather, forums for
conversation and sense-making in the interdisciplinary
teams were emphasized as important ways to handle
these matters.
Value configurations
Most participants had no problem finding examples of
the three different configurations for value creation in
the operations of the department. A recurring percep-
tion was that interdisciplinary teamwork is the core of
the out-patient care operations, corresponding to a shop
configuration. Diagnostic investigation and care during
acute relapses were mostly considered a chain configur-
ation, but some participants argued that the diagnostic
investigation could be seen as a shop, depending on the
level of abstraction. Similarly, in-patient care was de-
scribed either as corresponding to a shop or a chain
configuration. Care for patients in stable phases was seen
to have many elements of network configuration, with,
however, a unique network for each patient.
The participants sometimes struggled to find the most
useful level of abstraction to describe operations. For ex-
ample, at an overall level, a hospitalization period follows
a standard course, but studied in more detail, an individ-
ual patient journey is subject to many individualized de-
cisions by interdisciplinary teams and can differ in both
content and length. Also, standards for a specific investi-
gation process and individual plans in cases of relapse
are examples that could be seen as either structured
parts of a shop or separate elements configured as
chains. As one participant stated, “A shop is a collection
of chains” (manager participating in a focus group).
In the focus groups, the participants jointly developed
a description of the care operations at the department
following the conceptual descriptions of the three value
configurations. As illustrated in Fig. 1, shop was seen as
the overall configuration, with interdisciplinary teams
and case management at the centre of out-patient care.
Within this configuration, the patient can undergo stan-
dardized processes or only receive customized care in a
shop depending on individualized decisions of the teams
taken together with patients. When in a stable phase, the
care process moves towards a more network-based con-
figuration, facilitating support by individually designed
networks of private and professional actors. As stated by
an interviewee, “The further you come in the process,
the more the needs of social character crystallize – hous-
ing support in the patient’s home and so on – then you
have to attribute the network to a greater extent” (I4).
Other examples of actors that can be included in the pa-
tients’ networks are municipal home care, employment
service, assisted living facilities, custodians, family mem-
bers and friends. These actors have different roles, but
in different ways they all support the patient by helping
to avoid relapses and improving their quality of life.
In-patient care was seen as a mixture of shop and
chain configurations: shop in terms of individually tai-
lored medication and planning, and chain because of the
overall trajectory with admission, information, treat-
ment, planning and discharge, with elements of stan-
dardized routines. The national care pathway also had
traits of several value configurations. At a general level,
the pathway is described as a chain of large segments,
where each segment consists of chunks of guidelines to
use when applicable. As exemplified above, the guide-
lines ranged from advising customization (corresponding
to shop configuration) to specifying in-depth the steps of
certain interventions (as delimited chains).
Managing conflicting demands by use of value
configurations
Both the focus group participants and the interviewees
concluded that value configurations can be fruitful as a
base for discussion and (re)design of operations. How-
ever, the feasibility of separating care corresponding to
different value configurations organizationally was ques-
tioned. Instead, it was argued that the unpredictability of
the mental condition and the importance of the relation-
ship between the clinician and the patient required inte-
gration, or parallelism of configurations. As argued in
one of the focus groups, “The network should almost
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always be a parallel process, because if you are admitted
[and have] a custodian, some relatives, and so, they are
– if the patient accepts it of course – connected even in
the acute phase” (manager participating in a focus
group).
Thus, organizational separation of configurations was
questioned, except for very limited elements or activities.
Nonetheless, the interviewees perceived value configura-
tions useful as a means to concurrently meet demands
for customization and standardization. An interviewee il-
lustrates this by saying,
It is interesting to think that we have all these three
[value configurations]. I see it very clearly with the flow-
chart that we work with, from referral to the point
where the patient is independent and in a good mental
state. And in [the shop] is the team and in [the network]
are resource groups and the network around the patient.
So that captures … that this is what we are dealing
with."(I6)
Furthermore, even though parallelism of configura-
tions was seen as necessary, there were interviewees
pointing to the potential in value configurations as a
means to develop the care operations, with one of them
saying, “I think that to have the network as a target
image, is something to strive towards, [but] what we ac-
tually do here, that is probably more of a shop” (I4).
The care pathway was only superficially known to the
interviewees and the implementation of it had not
started yet. When referred to by the managers and de-
velopers, it was mentioned mainly as a demand for
standardization. Studied in more detail, the care pathway
can be interpreted as a general description of a chain
Fig. 1 The main care operations of the department by corresponding value configuration. Types of operational activities as mapped by the focus
groups and a schematic description of a typical patient journey in the studied department.
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but with rough steps. The steps can be seen as “tool-
boxes” of standardized interventions and guidelines to
be used within a shop configuration. However, the
“tools” can sometimes be contradictory, as some
emphasize customization and others standardization. In
the end, it is still left to the team or the care professional
to customize what standardized interventions to use in
the specific case.
Discussion
As will be elaborated further in this section, the contri-
butions of this paper are threefold. First, the study pro-
vides a hands-on illustration of the conflicting demands
of customization and standardization but challenges the
connection to different professions or actors [1]. Instead,
it is suggested that these demands permeate the system
without direct connection to specific actors, logics or
hierarchical levels. The study also illustrates how the
emphasis on increased efficiency makes the balancing of
demands even harder. Second, the framework of value
configurations [31, 32] is shown to be recognizable by
managers in their practice; however, they argue that it is
essential to define the level of abstraction at which the
configurations are to be applied. Third, organizational
separation of value configurations [33] is contested. In-
stead, parallelism of configurations is suggested to have
a value in itself and a potential way to overcome the
conflicting demands of customization and
standardization accentuated under the pressure of scarce
resources.
In Table 1 the results are summarized corresponding
to the research questions. The main contributions and
implications for each research question are indicated in
the table and further elaborated below.
RQ1: How are the demands for customization and
standardization manifested in managerial practice?
First, it is evident, both from the results of this study and
from earlier research [1, 2, 13, 23] that conflicting demands
for standardization and customization permeate healthcare.
However, the results indicate that these demands are not
connected to specific actors or professions, or to different
professional or administrative logics, but exist throughout
the system, refuting a strict connection to the logics of
managerialism and professionalism [1, 12]. The interviewed
managers express understanding for both demands and see
standardization as useful as a backbone and starting point
from which customization can be applied. Also, the care
pathway was developed by different care professionals and
includes recommendations for both highly standardized
procedures and customization to each patient’s needs, with-
out connection to which profession usually conducts the
task. Hence, the results support the view that healthcare
systems need to balance and combine these demands [21]
to provide “the best of two worlds” [11, 20, 52].
Table 1 Summary of results and contributions in relation to the research questions
Research question Results Contributions and implications
RQ1: How are the demands for customization




- Desire for professional freedom
- Patient demands
- Expressed in some guidelines.
Standardization:
- Care pathways
- Guidelines for evidence-based treatments
- Routines for standard follow-ups
Standardization has two opposite
rationales:
- Ensuring best practice (‘roof’)
- Limiting and streamlining care (‘floor’)
Combining standardization and
customization is possible but difficult
when resources are becoming ever
scarcer.
Demands for standardization and customization
permeate the healthcare system without clear
connection to specific actors.
The clinical pathway and existing guidelines call for
parallel handling of the demands, supporting the view
that combined strategies are needed [19, 21].
The two rationales for standardization may be related to
different attitudes to the demand [23, 50, 51] and
deserves further investigation.
RQ2: How can the value configurations
framework support the balancing of
customization and standardization in practice?
Care operations could be mapped by
corresponding value configurations.
Disagreements on corresponding value
configuration could generally be referred
to different levels of abstraction.
Care operations can seldom be
organizationally separated to strictly follow
pure value configurations.
The study supported generation of ideas
for how to develop care operations to be
more cost-efficient.
The value configurations framework [31, 51] may be
useful for managers as a lens to understand and
redesign organization of care.
A common and relevant level of abstraction need to be
defined. More research is needed on how different
configurations on different hierarchical levels can (or
cannot) be combined.
Organizational separation of value configurations [33,
51] is not supported. Instead, parallel, combined, and/or
intermediate configurations can be a more feasible path
to improved efficiency. Some adjacent theories are
pointed to for inspiration and future studies.
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However, for managers, customization is essentially
something that is delegated to the clinicians, while
standardization can be used more explicitly in manage-
ment. The different views of standardization as a ‘floor’
or a ‘roof’ show the implications that standards can have
in communicating and discussing management choices,
and may also be a reason for the different attitudes to-
wards standardization that are recognized in literature
[23, 50, 51]. The options of what to offer patients are
made constantly, mostly by individual clinicians or teams
and constrained by available time and resources. Intro-
ducing standards can be seen as a help for clinicians, re-
leasing them from the responsibility of rationalizing
care, but it can also be resisted by clinicians who would
rather make those choices individually, by customization.
This discussion is continuously shadowed by the pres-
sure of limited resources, regardless of which hierarch-
ical level they are balanced on. That is, a standard as
starting point for best-practice care can be combined
with customized additions or alterations. But when time
and money are scarce, adding or adapting something for
one patient in practice entails that the standard cannot
be adhered to for another patient.
RQ2: How can the value configurations framework
support the balancing of customization and
standardization in practice?
Value configurations are proposed as a means of man-
aging the limited resources more efficiently based on di-
version of care processes and their different nature in
terms of standardization and customization [32, 33, 51].
The results show that shop is the predominant value
configuration in the setting, as is often the case in
healthcare [31]. Chain configuration is recognized but
seldom for more than fragments of the operations, while
networks are acknowledged as a useful principle that
could be further exploited.
The word ‘network’ was established in the daily opera-
tions of the studied case and included both parts of the
own organization (the ‘case manager’ and the out-
patient team), external actors (e.g. municipal home care,
assisted living facilities, and custodians), and related pri-
vate parties (family members and friends). Value cre-
ation by use of these networks can be seen to
correspond both to a shop configuration, where a sup-
port system is tailored by external cooperation, and to a
“real” network configuration, where connectivity and
value-crating relationships among actors is facilitated
and the patient “owns” its problem and resources and
co-creates value [31]. Using a strict view of user-
networks [33], the case does not correspond to such a
model, but the results indicate that utilizing more prop-
erties of network configuration in a ‘hybrid configur-
ation’ can still entail increased cost-efficiency for the
organization. However, it is important to recognize the
effects for all actors in these networks, to ensure cost-
efficiency from a systems perspective.
Generally, the results suggest that all configurations
are inevitably tangled and parallel, in contrast to often
advocated distinct presentations [51]. However, the re-
sults confirm earlier research proposing that value con-
figurations can be useful on a managerial level to
understand and develop care operations [13, 31]. In this
endeavour, it is important to apply the framework at a
useful level of abstraction. If applied at an overly detailed
or general level, most activities can be seen as chain con-
figurations. Based on the results of this case, the most
useful level of application appears to be on the manager-
ial level at which care is organized for larger groups of
patients with similar conditions.
Applied at the level of first- and second-line manage-
ment, the results indicate that for chronic mental care,
organizational separation of parallel value configurations
is not feasible [33]. Two key reasons are suggested. First,
the unpredictability of the condition and its effects on
cognition entails that the care provider cannot rely on
patients to continue to be independent and manage their
care contacts over time. Thereby, extended chain pro-
cesses or pure network configurations are disqualified.
Second, the personal relation between patient and clin-
ician is critical. For patients to be able to participate in
investigations and interventions, a trustful relationship
has to be established. Therefore, too many clinicians
cannot be involved directly with the same patient; hence,
all clinicians must to some extent be generalists and in-
volved in care corresponding to different value
configurations.
These practical examples support the notion that de-
mands for standardization and customization must be
handled in combination [19] and as a continuum [11,
21]. They also suggest that even though the value config-
urations framework cannot be used as a blueprint for
organization of distinct types of care operations, value
configurations can be one response to the call for more
guidance on what activities that lend themselves to
standardization and not [23].
While organizationally separated configurations
might save time and money in theory [33], we suggest
that parallelism of configurations sometimes has a
value in itself. In practice, when patients are not able
to benefit from care configured in a certain way, they
may later need costly hospitalizations. For the studied
patient group, parallel configurations, with shop as
the overall configuration, might be the most efficient
organization. Such a model can also be an approach
to further “individualized standardization” [28] and
balanced strategies of customized care [21] and mass
customization [19, 22].
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Furthermore, the potential of standardization [4] is not
excluded by the limited appreciation of chain configur-
ation. The care pathway includes elements correspond-
ing to chain configuration at an overall level, but on an
operational level it rather supports a traditional shop
configuration promoting person-centeredness [8] and
shared decision-making [7] but with standardization of
some components by clinical guidelines [14]. Hence, the
care pathway is a potentially helpful tool to define best
practice but does not resolve a conflict of
standardization versus customization [52, 53].
The study has several practical implications for
healthcare managers. First, it is evident that demands
for standardization and customization effect health-
care managers and clinicians. The effects are exerted
regardless of organizational strategy, but without de-
liberate choices about how to balance or combine
these demands there is a risk of moral distress among
the clinicians [52, 53]. Therefore, managers ought to
initiate more explicit conversations – and deliberate
choices – about the balancing of standardization and
customization in the local setting. Here, the value
configurations framework can be used as a starting
point for a dialogue. Second, the value configurations
framework can help managers in understanding com-
plexity and cost drivers [31]. The framework could
become a means to organize care activities amenable
to either standardization or customization in a com-
prehensive way [2, 52] and at the same time improve
efficiency [31, 32]. For example, network configur-
ation entails improved efficiency over shop configur-
ation and still allows for person-centeredness and
customization. However, it is important to recognize
the weaknesses of the value configurations network
discussed above, and the need to take inspiration
from other, complementary frameworks too.
Limitations and future research
This case of a chronic mental condition is characterized
by long-term and complex care for a patient group with
varying individual abilities and attributes. These are spe-
cific characteristics, and this study is a single case study,
which limits the transferability of the findings. On the
other hand, the characteristics are common in many of
the growing chronic conditions in healthcare today [34,
35]. Hence, the case provides important insights into
principles of how value configurations can be applied as
a lens to understand and improve this type of care.
Moreover, the study has not sought to compare the use-
fulness of different existing frameworks aimed to im-
prove value creation and balance standardization and
customization in healthcare [4, 13, 20, 53]. Hence, even
though we suggest that value configurations can be use-
ful to stimulate dialogue and development, other
frameworks applied in a similar context could be an area
of future research.
The value configurations framework was chosen be-
cause of its practice-oriented descriptions and claimed
potential for disruptive improvement of cost-efficiency.
The study indicates that it has practical usefulness but
challenges its potential as a blueprint for easy-fetched ef-
ficiency improvements [33, 51]. The framework needs
further development and investigation. This paper sug-
gests that in this endeavour, design of parallel, com-
bined, and/or intermediate configurations should be
considered as a complement to separation or refinement
of single configurations. Inspiration can be drawn from
mass customization [11, 22] and customized care [20,
21]. Also, the results imply that standardization is often
manifested as delimited elements, to be combined into a
customized care package. This scenario bears a resem-
blance to service modularity [29, 54, 55], which can also
be an interesting theory to inspire future studies.
The level of abstraction at which the value configura-
tions framework is useful have been discussed and can
be studied further. The results indicate that care can
correspond to one value configuration at a higher hier-
archical level, and another at a lower level. These rela-
tions and possible combinations are an issue for future
studies that may be informed by the concept of
‘hierarchization’ of competing logics [56].
Finally, different value configurations imply different
roles and principles for both managers and employees.
Balancing of parallel, conflicting demands has noticeable
similarities with the balancing of exploration and ex-
ploitation, as is the focus in studies of organizational
ambidexterity [57]. If organizational separation is re-
futed, the notion of contextual ambidexterity [58, 59]
could provide lessons to be learnt for management
practice.
Conclusions
A need to simultaneously balance demands for
customization and standardization under pressure of
scarce resources is inherent in healthcare management.
The pressure to improve efficiency is growing as medical
developments outpace economic reimbursements and
demands for standardization and customization increase.
In this paper, the framework of value configurations [31,
32, 51] is applied as a means to understand and manage
standardization and customization, and at the same time
improve the efficient usage of resources. The results
confirm the relevance of the issue in practice and the
utility of value configurations as a framework for dia-
logue and operational development. However, to be use-
ful, the framework needs to be applied at a managerial
level comprising care for larger groups of patients with
similar conditions. Also, this paper questions the
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solution to separately organize care corresponding to
different value configurations [33]. Instead, we suggest
that applying parallel but explicated value configurations
can sometimes be more feasible. We also point to the
need for further development of the value configurations
framework to include combined and intermediate con-
figurations. This is especially relevant for medical condi-
tions that require long-term care and impair the
patient’s ability to be independent in relation to care.
This study, while limited to a single case, provides an
insight into managerial challenges on a practical level
and illustrates what a practical application of value con-
figurations can look like.
The framework of value configurations and its prac-
tical application need further investigation. Both deeper
and more action-oriented studies and studies of other
care settings and conditions are suggested to provide
guidance for how the framework can be of practical and
theoretical use. We also point to some theories that may
fertilize further development, understanding, and appli-
cations of the framework.
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